Melorheostosis, first described by Leri (1922) is a hyperostotic condition of unknown origin characterized by variable clinical features and constant radiological findings. Approximately 50 cases have been described, 4 of these by the British authors, Wakeley (1931), Boggon (1938 ), Le Vay (1946 and Franklin and Mathieson (1942) . The last linked their case with a report of all cases recorded to that date. Fairbank summarized our knowledge of the disease (1948) .
No hereditary or familial tendency has been reported. Males are much more commonly affected than females and the changes are almost invariably confined to the bones of one limb.
Clinically no signs or symptoms may be found, the changes being discovered radiologically during investigation for other causes. Frequently, however, pain, stiffness and limitation of movement of joints in affected limbs, deformity of the bones involved and affections of the overlying skin may occur. The onset can usually be traced back to the early years of life and the disease tends to be progressive. Many cases have been associated with congenital lesions of various types including craniostenosis and scleroderma.
The radiographs reveal multiple areas of dense and structureless hyperostosis. These deposits may be quite small or may completely affect a long bone such as the humerus. The familiar likening of the appearance to the guttering wax of a candle is well known. The tendency is for the new bone to be deposited cortically in the long bones and endosteally in the short bones. The distribution is peculiarly segmented in pattern, but the segments do not correspond with the course of vessels or nerves. Sear (1947) suggested that it might be somatic in origin with leontiasis ossea as an analogue in the skull. Soft tissue deposits of bony material also occur, but the joint margins are not affected.
The present case is a man of 43, a clerk, who recently sought medical aid on account of a sore near his left ankle which had recurred periodically for ten years. His left arm was amputated and his shoulder arthrodesed when aged 12 for arteriovenous aneurysms, some of which persist in the stump, the supraclavicular region and the back. A tuberculous left kidney was removed when aged 23. As an infant he was observed to crawl in an unusual manner with his left leg doubled up underneath him. He had, however, no trouble with this leg until the age of 31, when his left ankle swelled and was strapped with an adhesive bandage. Since then an exfoliative dermatitis in this area has always been present. He was able to play football until the age of 35, but since then has found exercise increasingly difficult owing to pain and restriction of movement in the left leg. He cannot now walk more than a mile without considerable pain and discomfort. On examination the movements of the hip are limited in all directions except abduction. Extension of the knee is limited by 8 degrees and flexion to less than a right-angle. Plantar and dorsiflexion of the ankle are normal, but inversion and eversion are not possible. Hard masses can be palpated in the adductor region near the left hip-joint, and considerable deformity of the left tibia is present with obvious overlying skin change.
The radiographs show typical and widespread changes involving the left limb (Fig. 1,  A, B and c) , with patches of the disease elsewhere on the left side of the body, including the sacro-iiac joint (Fig. 2) , the bodies of C.V.4 and D.V.9; the eighth and ninth ribs (Fig. 3) , and the superior and inferior angles of the scapula. The skull is not affected.
The segmental distribution in the left foot is particularly well shown (Fig. 4) . This case is interesting because of its (1) Early onset; (2) casual discovery; (3) deformity of the tibia; (4) skin changes, overlying the affected bone; (5) pain and limitation of movement in the joints of the affected limb; (6) an associated congenital anomaly; (7) involvement mainly of the left side of the body and particularly of the left lower limb; (8) typical segmental changes in the radiographs together with soft tissue bony deposits near the left hip-joint.
Incidentally the stump of the left humerus shows erosion from aneurysmal pressure and an anomaly of the first left rib is present. The shadow of an arteriovenous aneurysm is evident at the left apex. Treatment for the pain and limitation of movement has received 
